SCIenTIFIC REPORTS | (2018) 8:12378 | DOI:10.1038/s41598-018-30685-2 allowed us to develop and clinically implement the AminoIndex ™ Cancer Screening (AICS) system as an early screening test 10 . The lung-specific AICS (AICS (lung)) system identifies lung cancer based on the plasma concentrations of six statistically significant amino acids (serine, glutamine, alanine, histidine, ornithine, and lysine) and has been used to screen for lung cancer in Japan 10, 11 . Based on the PFAA profile, the probability of lung cancer is expressed as AICS (lung) values of 0.0-10.0, which are categorised as rank A (0.0-4.9), B (5.0-7.9), and C (8.0-10.0) 10 . Higher AICS (lung) values are associated with an increased risk of lung cancer 10 . Although AICS scores reflect PFAA concentrations, it is unclear whether these changes are related to the cancer itself or the underlying cause. The causal relationship between lung cancer and changes in PFAA concentrations has yet to be elucidated. For instance, if a high pre-operative AICS value is reduced to a lower AICS value after curative resection, it is possible that the index might reflect the presence of lung cancer and be a useful screening marker. Therefore, the present study aimed to evaluate post-operative changes in AICS (lung) values among patients who underwent curative resection for lung cancer, as well as the association of these changes with post-operative cancer recurrence. Our findings suggest that the pre-and post-operative PFAA profile may be a useful screening marker for lung cancer.
Results

Patient characteristics.
Patient characteristics according to pre-operative AICS (lung) rank are shown in Table 1 . The AICS (lung) rank was rank A in 28 patients (38.9%), rank B in 15 patients (20.8%), and rank C in 29 patients (40.3%). Forty-four patients (61.1%) had high pre-operative AICS (lung) values (rank B-C). No significant differences in rank were observed according to age, sex, pathological stage (pStage), tissue type, or treatment. Pre-operative AICS (lung) rank was associated with the degree of cancer differentiation, with rank C more frequently observed among patients with poorly differentiated cancer.
Pre-operative positive ratios. Pre-operative positive ratios of CEA, CYFRA, and AICS (lung) are shown in Table 2 . Among 72 patients, 44 had an AICS (lung) rank of B-C. The sensitivity of AICS (lung) rank B-C, CEA, and CYFRA was 61.1%, 15.9%, and 5.3%, respectively. CEA was considerably higher in adenocarcinomas and CYFRA was considerably higher in squamous cell carcinomas. Comparison of AICS (lung) rank before and after curative resection. Post-operative changes in AICS (lung) rank were examined in 44 patients with a pre-operative AICS (lung) rank of B-C. After curative resection, the AICS (lung) rank was reduced to rank A-B in 23 patients (52.3%). Changes in AICS (lung) rank after curative resection according to whether the patient experienced recurrence or not are shown in Fig. 1a ,b. Among 23 patients with a post-operative reduction in AICS (lung) rank, only one (4.3%) experienced post-operative recurrence. Among 21 patients with no post-operative reduction in AICS (lung) rank, 11 (52.4%) experienced post-operative recurrence.
Among 29 patients with a pre-operative AICS (lung) rank of C, 14 (48.3%) experienced a post-operative reduction in rank, with only one patient (7.1%) experiencing recurrence. In contrast, 11 (73.3%) of 15 patients without a post-operative reduction in AICS (lung) rank experienced recurrence. The absence of a post-operative reduction in AICS (lung) rank was associated with cancer recurrence (Table 3) .
Univariate and multivariate analysis of six factors (age, sex, pStage, histological type, cancer differentiation, and a post-operative reduction in AICS (lung) rank) revealed that the absence of a post-operative reduction in AICS (lung) rank (hazard ratio: 14.28; p = 0.012) and pStage II-IV disease (hazard ratio: 4.58; p = 0.024) were independent predictors of cancer recurrence (Table 4) . Disease-free survival by post-operative AICS (lung) rank status. For the 44 patients who were AICS (lung) rank B-C before surgery, the disease-free survival (DFS) was compared using Kaplan-Meier survival curves (Fig. 3) . The group that maintained rank B-C after surgery had significantly worse DFS compared to the group with reduced AICS (lung) rank after surgery (p < 0.001). 
Discussion
In this study, we evaluated post-operative changes in AICS (lung) rank among patients who underwent curative resection for lung cancer. A pre-operative AICS (lung) rank of B-C was observed in 44 (61.1%) of 72 patients. A high rank was more frequently observed among patients with poorly differentiated cancer. In this context, lung cancer has diverse histological types and subtypes, with well-differentiated adenocarcinomas exhibiting non-invasive slow proliferation with lepidic growth that does not destroy the alveolar structure. Thus, recurrence is rare if well-differentiated adenocarcinomas are completely resected. However, poorly differentiated lung cancer is highly malignant and is associated with a poor prognosis 17, 18 . Therefore, the high AICS (lung) rank among patients with poorly differentiated lung cancer may reflect its biological malignancy, although large-scale studies are needed to clarify the relationship between histological classification and AICS (lung) rank.
Surgical resection was associated with a reduction in post-operative AICS (lung) rank (C to A-B or B to A) in 23 (52.3%) of the 44 patients with a pre-operative AICS (lung) rank of B-C. Furthermore, 22 (95.7%) of the 23 patients experienced disease-free survival after curative resection, while 11 (52.4%) of the 21 patients with no post-operative change in AICS (lung) rank experienced post-operative recurrence. There was also a significant difference in DFS, as shown in Kaplan-Meier survival curve analysis based on post-operative changes in AICS (lung) rank. Moreover, the multivariate analysis revealed that the absence of a post-operative reduction in AICS (lung) rank and pStage II-IV disease were independent predictors of cancer recurrence after curative resection. It is possible that post-operative AICS (lung) rank accurately reflects the presence of residual lung cancer cells that were not detected during resection. Therefore, AICS (lung) rank may represent a sensitive tumour marker that can predict post-operative recurrence.
Of the six amino acids that are included in the AICS (lung) formula 10, 11 , the concentrations of serine, glutamine, ornithine, and lysine in patients without post-operative recurrence were similar to those of healthy controls. Thus, it appears that these amino acids reflect the presence of residual cancer cells. It has recently been suggested that cancer cells indirectly affect the amino acid metabolism of distant organs and alter the PFAA profile 19 . However, there was no significant change in the post-operative concentration of alanine compared to its pre-operative concentration (Fig. 2a-c) . Thus, although alanine is included in the AICS (lung) system to differentiate between patients with cancer and healthy controls, it is possible that the concentration of alanine may reflect predisposing background factors, such as the patient's constitution and lifestyle, rather than the presence or absence of lung cancer. Given the uncertainty surrounding the mechanism by which cancer causes changes in the PFAA profile, further studies are needed to provide a more detailed analysis of the pre-and post-operative concentrations of each amino acid.
There is a limitation to this study. The 10 patients who had a pre-operative AICS (lung) rank of B-C and no post-operative reduction in AICS (lung) rank did not experience cancer recurrence during follow-up. However, long-term follow-up may be necessary to determine whether a high post-operative AICS (lung) rank in these cases was a false positive or whether recurrent lesions will emerge in the future. A high pre-operative AICS (lung) rank and the absence of a post-operative reduction in AICS (lung) rank are risk factors for recurrence. AICS (lung) rank may be a sensitive marker of post-operative recurrence in patients with lung cancer.
Post-operative AICS (lung) rank
Methods
Ethical considerations. This prospective observational study was performed in accordance with the Declaration of Helsinki, and the study protocol was approved by the Ethics Committees of the Osaka International Cancer Institute (Osaka, Japan) (formerly the Osaka Medical Center for Cancer and Cardiovascular Diseases) (ERB-000486) and the Kochi University School of Medicine (Kochi, Japan) (ERB-000137). All participants gave their written informed consent for inclusion in this study. All data were analysed anonymously.
Patient recruitment.
Patients who underwent curative resection for primary lung cancer at the Osaka International Cancer Institute (Osaka, Japan) or Kochi University School of Medicine (Kochi, Japan) between Measurements of PFAA concentrations. Blood samples (5.0 mL) were collected from a forearm vein on the morning after an overnight fasting, using tubes containing ethylenediaminetetraacetic acid, and were immediately placed on ice. Plasma was prepared by centrifugation at 3,000 rpm for 15 minutes at 4 °C and was stored at −80 °C until analysis. Plasma samples were deproteinised using acetonitrile at a final concentration of 80.0%. PFAA concentrations were measured using high-performance liquid chromatography/electrospray ionisation tandem mass spectrometry with pre-column derivatisation, which have been described previously [23] [24] [25] .
AICS (lung) values and ranks. AICS (lung) values for patients with lung cancer were classified as rank A, B, or C based on a previous report 10 . AICS (lung) detects lung cancer from plasma concentrations of serine, glutamine, alanine, histidine, ornithine, and lysine 10, 14 . AICS (lung) values range between 0.0 and 10.0, with 5.0 producing 80.0% specificity and 8.0 producing 95.0% specificity. A high AICS (lung) value is associated with a greater probability of lung cancer. Rank A is considered to be normal (0.0-4.9), rank B is considered to be relatively high (5.0-7.9), and rank C is considered to be high (8.0-10.0).
Statistical analyses.
Statistical analyses were performed using Fisher's exact test or the Kruskal-Wallis test, as appropriate. Post-operative changes in AICS (lung) rank were evaluated using the Wilcoxon signed-rank test. Receiver operating characteristic curve analyses were performed to determine the abilities of PFAA concentrations and the post-operative AICS (lung) rank to differentiate between patients with lung cancer and healthy controls 11 . The 95.0% confidence intervals for the areas under the receiver operating characteristic curves were estimated based on the method described by Hanley and McNeil 26 . Multivariate analysis was performed using Cox regression model. Results were presented as hazard ratios and 95.0% confidence intervals. Survival curves were drawn by the Kaplan-Meier method, and a statistical evaluation of the curves was performed using a log-rank test. All statistical analyses were conducted using GraphPad Prism (software version 6; GraphPad Software Inc., San Diego, CA, USA) and R software (version 3.2.2; The R Foundation for Statistical Computing, Vienna, Austria).
Data availability. The datasets generated during and/or analysed during the current study are not publicly available due to the nature of the ethical approval of this study but are available to readers who meet the criteria for access to confidential data from the Ethics Committee of Kochi University School of Medicine (Kochi, Japan) (im32@kochi-u.ac.jp).
